eAppendix -Supplementary Methods and Results
Detailed Methods:
Planned sensitivity analyses for the primary outcome
We performed preplanned sensitivity analyses for the primary outcome using multiple imputation, assuming data was "missing at random". We imputed values for categorical variables, including survival to hospital discharge, using the fully conditional specification method. 1 A total of 10 data sets were created. Time to first defibrillation attempt was then imputed using a zero-inflated Poisson distribution for each of these 10 datasets. 2 We then performed the main analysis on these 10 data sets and combined the results using SAS "proc mianalyze".
Planned secondary analysis
As a predefined secondary analysis, we evaluated ROC in a cohort including non-index events. For this analysis, we used a similar approach as described in the main manuscript but also accounted for repeated events within the same patients using GEE.
Results

Pre-specified sensitivity analysis
In the analysis including non-index events, 564 events were included of which 477 (85%) were index events, i.e. the patient's initial cardiac arrest. In unadjusted analysis, time to first defibrillation attempt was not associated with ROC (RR per minute increase: 0.99 [95%CI: 0.97, 1.01], p = 0.21). In the multivariable analysis, accounting for the same variables as in the main multivariable analysis for ROC and for repeated events within the same patient, time to first defibrillation attempt was also not associated with ROC (RR per minute increase: 0.99 [95%CI: 0.97, 1.01], p = 0.40).
Additional post-hoc sensitivity analyses
The location of cardiac arrests within the hospital was associated time to defibrillation (Table 1) but there was notable overlap in the distributions (eTable 5). Due to concern that possible collinearity may impact the results of the model, post-hoc sensitivity analysis excluding the location variable was performed. When this variable was excluded from the model, the results were similar (RR: 1.00 [95%CI: 0.94, 1.07]). In addition, when patients on the floor ("Floor with telemetry/step-down unit" and "Floor without telemetry") were excluded from the analysis due to very small numbers in those categories, (eTable 5) the results were also similar (RR: 0.99 [95%: 0.93, 1.05]).
Given that 113 hospitals contributed to the 477 patients, there was marked variability in the number of patients per site. When dividing the hospital into quartiles, the quartile contributing the fewest cardiac arrests (≤ 2) had significantly lower survival to discharge (26%) than those contributing more cardiac arrests, but there was no difference in the median (IQR) time to defibrillation between the four quartiles, (eTable 6). In order to explore whether the relationship would be different when analyzing only hospitals that contributed a large volume of cardiac arrests we performed additional analysis. When we restricted the unadjusted analysis to the nine hospitals with the most cases (n= 252), the results were similar (RR: 0.97 [95%CI: 0.91, 1.03)]. Given the low sample size, we are not able to perform adjusted analyses in this subgroup. (38) 
